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Patient satisfaction with care and services is central to evaluating service quality (Martin, Nelson, Lloyd, & Nolan, 2007) . Demonstrating satisfaction, however, is not straightforward. Systematic reviews of interventions for cancer patients tend to focus wholly or predominantly on intervention efficacy (Rueda et al., 2011; Scott et al., 2013) .
A recent systematic review (Dickinson, Hall, Sinclair, Bond, & Murchie, 2014) examining patient satisfaction with technology use for cancer follow-up reports only quantitative data. In-depth qualitative syntheses of patient perspectives are lacking. Where patient perspectives on acceptability have been considered, the term has often been inter-mixed with concepts of "utility" (Clark, Inglis, McAlister, Cleland, & Stewart, 2007) , "benefit" or "feasibility" (Campbell et al., 2007) and "value" (Castro, Mitchell, Rowe, & Jacobs, 2007) . Working definitions of these different constructs are rarely stated, highlighting a blurring of the terms used to elicit patient experiences, and variability in their application as both concepts and outcomes to be measured.
The literature lacks a comprehensive synthesis of patient's perceptions of telephone as a method of providing support for cancer patients both during and after treatment and of the different research strategies that have been used to measure this concept.
| AIMS
The aim of this review was to systematically identify and synthesise published literature reporting on patient satisfaction and acceptability of support delivered by telephone for cancer during or post-therapy.
The objectives for the study were to (1) identify the size and nature of the international evidence base, (2) assess its methodological quality and (3) synthesise the availability to generate a preliminary framework of patients perceptions of satisfaction and acceptability with telephone-based interventions.
| METHODS

| Inclusion criteria
Studies were included in the review if they described:
1. Data relating to cancer patients perceptions of the acceptability of, or satisfaction with, a healthcare professional (HCP)-initiated telephone intervention. Acceptability and satisfaction were defined as opinions, beliefs, views, attitudes, impressions, experience or perceptions. It is recognised that these are individual but related concepts and all articles with such terms were screened for inclusion in the review in order to capture pertinent literature.
2. ≥75% of patients were over 18 years of age, 3. Receiving the intervention during or after treatment for cancer and 4. The study was published in English language.
As the overall aim of the systematic review was to look at acceptability of telephone support as perceived by patients, traditional hierarchies of evidence for intervention effectiveness did not apply. As such, a wide variety of sources were included in the search. This included randomised controlled trials (RCTs), controlled and uncontrolled studies, qualitative studies and theses. Due to concerns regarding study generalisability, individual case studies and conference proceedings were excluded. Study inclusion and exclusion criteria are summarised in Table 1 .
| Search strategy
A systematic search of 13 electronic databases was performed (Table 2) in March 2013 and updated on 17 September 2014. The search strategy used key words (Table 3 ) and identified from a prior scoping exercise and via discussion within the clinical academic and research team. A condensed list of generic search terms (Table 4) 
| Selection of studies
Following the search, a title and abstract screening was performed. All articles were screened for inclusion by one reviewer (S.L.). An attempt to contact study authors was made where it was unclear whether the study met the inclusion criteria. Reasons for study exclusion are summarised in Table 5 . Articles identified as eligible for inclusion by one reviewer were independently reviewed by all other researchers to verify eligibility. The study selection process is shown in Figure 1 .
| Data extraction
A study-specific a priori data extraction template was created in order to extrapolate key data of interest. This pro-forma covered (1) study type, (2) data source, (3) study quality indicators, (4) study population (recruitment context, methods, study inclusion and exclusion criteria, number receiving the intervention, number asked about acceptability and providing data), (5) participant characteristics (diagnosis, sex, age, cancer treatment received), (6) intervention description, (7) quantitative acceptability outcome measures and (8) qualitative acceptability data. Qualitative data were extracted at the level of themes identified and reported within the text of the primary paper. All studies were subject to double-blind extraction to ensure accuracy; discrepancies were resolved via team discussion and return to the original paper when required.
| Quality assessment
Acceptability and satisfaction are two related constructs that can be both quantitatively and qualitatively explored. In this review, the gold standard for research was set as a qualitative investigation or an openended question schedule that allowed for patient opinions to be expressed in depth and without limitation, either as a stand-alone study or nested within another study design. Studies using closed-question or a priori designed questionnaires were deemed to be of lower quality due to the potential lack of opportunity for patient-centred perceptions to spontaneously emerge. Each study was initially assessed on the basis of whether (1) qualitative data/open-ended questions were used and (2) sufficient data were provided to support the findings. Items were scored "yes" or "no" on each criterion and studies were provisionally considered as high quality if they fulfilled both these criteria. Within the higher quality category (i.e. traditional qualitative studies), critical appraisal of individual study quality was then performed (Table 6 ).
Randomised controlled trials reporting patient satisfaction outcomes in both intervention and comparison arms were assessed against the Cochrane Collaboration Risk of Bias Assessment Tool for RCTs (Higgins & Green, 2011) . Non-RCT (nRCT), single-group designs were assessed against the relevant Cochrane guidance (Higgins & Green, 2011 Qualitative studies were assessed using the Critical Appraisal Skills Programme (2013) tool.
| Methods of data synthesis
The articles included in the review were synthesised according to the nature of the acceptability data they provided. Themes identified and reported within the text of qualitative studies were summarised, following the principles of thematic synthesis. Heterogeneity in the populations and measurements used to elicit quantitative data meant that it was not possible to perform a meta-analysis. A narrative synthesis of quantitative data was performed. Some studies provided both forms of data and contributed to both types of synthesis. The data in each section were different and not double counted.
| RESULTS
A total of 4,855 records were identified after duplicate removal (total hits n = 10,423, duplicates n = 5,568). Based on title and abstract screening, 4,611 were rejected. Seventy-eight articles were identified following hand search and reference review. A total of 267 full-text articles were reviewed with a further 219 rejected and 48 articles eligible for inclusion (Figure 1 ). One article described three studies of different patient populations (Heidrich et al., 2009) , and for the purpose of this review, the three studies reported are treated separately.
Two articles reported on the same intervention with an overlapping time frame of recruitment, and authors confirmed that some patients had been included in both studies. The two articles Zheng, Zhang, Qin, Fang, & Wu, 2013) provided different and complementary forms of data (qualitative and quantitative), and thus, both were included in the review.
| Study characteristics
The main characteristics of the 50 studies (from 48 articles) are described in Table 7 . All studies were conducted in developed countries, predominantly the United States and Canada, the United Kingdom and Australia. Thirty-nine studies reported quantitative data (n = 39).
Twenty-four studies provided qualitative data.
Quantitative data were most frequently reported as part of a RCT (n = 17) or single-group designs (n = 16). Qualitative data were collected mainly from stand-alone, single-group designs (n = 11) and nested process evaluations (n = 4).
| Quality appraisal
The review included both qualitative and quantitative data with qualitative data being seen as superior quality.
| Qualitative data
Of the 24 studies providing qualitative data, six were judged to be of high methodological quality (Archer, Montague, & Bali, 2014; Beaver, Williamson, & Chalmers, 2010; Campbell et al., 2007; Donnelly et al., 2013; Wilmoth, Tulman, Coleman, Stewart, & Samarel, 2006; Zheng et al., 2013) , with data collected via well-conducted interviews, openended questions or focus groups (Table 6) . Three additional studies reported interview but insufficient details regarding study methods or data completeness were provided; these studies were judged lower, or at best unclear, quality (Kilbourn et al., 2013; Livingston et al., 2010; Young et al., 2013) .
The remaining studies providing qualitative data (n = 15) included
the use of open-ended questions that focused on only one predefined aspect of the intervention (Badger, Segrin, Pasvogel, & Lopez, 2013) , and/or data collection methods relying on written questionnaires, feedback or comments where there was insufficient evidence to confirm completeness of data reporting. These studies were also judged to be of lower quality data (Alter et al., 1996; Badger et al., 2013; Booker et al., 2004; Cimprich et al., 2005; Cox et al., 2008; Dixon, 2010; Hafiji, Salmon, & Hussain, 2012; Hagopian & Rubenstein, 1990; Inman, Maxson, Johnson, Myers, & Holland, 2011; Kelly, Faught & Holmes, 1999; Smithies, Bettger-Hahn, Forchuk, & Brackstone, 2009; Steginga, Ferguson, Clutton, Gardiner, & Nicol, 2008; Young et al., 2010) .
| Quantitative data
Quantitative data was provided in 39 studies of which only two studies used validated measures-the Ware's Patient Satisfaction Questionnaire III (Kimman, Bloebaum, et al., 2010) and the Satisfaction and Experience of Care Questionnaire (Cox et al., 2008) . All other quantitative studies (n = 37) used adapted scales or (Beaver et al., 2012 
| Sample sizes
The RE_AIM framework (Glasgow, Vogt, & Boles, 1999) identifies the reach of health behaviour interventions as an important factor influencing the implementation of research findings into practice.
Reach is defined as the number, proportion and representativeness of individuals who are willing to participate in any given intervention. As such, it represents a partial assessment of intervention acceptability and an indicator of potential selection bias in study samples.
Study participation rates and sample representativeness were inconsistently reported. Sample size was variously defined, and 
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Mean ( T A B L E 8 Acceptability/satisfaction data quality: (A) Qualitative data; (B) quantitative data In studies providing quantitative satisfaction data (n = 39), the number of participants receiving interventions and thus potentially providing satisfaction ratings ranged from 9 to 387 (median 38 participants). In studies providing qualitative acceptability data (n = 24), sample sizes ranged from 8 to 187, median 30.5 participants.
The highest sample size in this category (n = 187) was achieved in a study reporting feedback and qualitative comments (Hafiji et al., 2012) ; however, it is unclear from how many participants these were collected.
| Patient characteristics
Most studies (n = 43) tended to be focused on a single cancer type, specifically breast cancer (n = 16), colorectal cancer (n = 11) or prostate cancer (n = 7). Seven studies recruited mixed samples that included patients with different cancer diagnoses. Study participants had received or were still receiving a variety of treatments for their cancer, including surgery, CT, targeted agents, RT or hormone therapy.
In a large proportion of studies (48%), gender and age demographics were only described in terms of the total sample size and not specific for those who provided data relating to acceptability of the intervention. Mean age across the 41 studies providing data was 60.2 years (SD 6.98). Potential for gender bias was observed; in studies targeting cancers that were not gender-specific, 60% of participants were male.
| Characteristics of the interventions
Intervention content and objectives varied greatly, as well as the timing, duration and format of their delivery. Three main categories of intervention emerged.
| Telephone follow-up interventions
Telephone follow-up (TFU) interventions involved general and cancer symptom monitoring as well as provision of information and support post diagnosis and treatment (n = 6). Intervention content and timing typically mirrored that of standard hospital follow-up, the only difference being a change in the mode of service delivery. Six studies described structured interventions of this type in patients with breast (Beaver et al., 2009 (Beaver et al., , 2010 , colorectal (Beaver et al., 2012) and prostate cancer (Anderson, 2010; Booker et al., 2004; Leahy et al., 2013) .
All of these interventions were nurse led.
| Treatment side effect/toxicity monitoring
The second (and largest) category described telephone interventions, which were delivered during and after cancer treatment and focused wholly or predominantly on side effect and toxicity monitoring (n = 23). Some also included side-effect management and coping strategies and/or education and information provision. Interventions were often nurse led and delivered to a variety of cancer patients receiving a variety of treatments. Intervention timing varied according to the specific treatment being received. The vast majority were presented as supplementary to standard care (Cirillo et al., 2014; Cox et al., 2008; Delaney et al., 2009; Dixon, 2010; Hagopian & Rubenstein, 1990; Heidrich et al., 2009; Inman et al., 2011; Jefford et al., 2011; Jensen, Kristensen, Christensen, & Borre, 2011; Mordenti et al., 2013; Munro, Shaw, Clarke, Becker, & Greenwood, 1994; Sardell et al., Zheng et al., 2013) , although four were described as standard care interventions (Archer et al., 2014; Craven, Hughes, Burton, Saunders, & Molassiotis, 2013; Hafiji et al., 2012; Kelly et al., 1999) .
| Psycho-educational interventions
The third category (n = 21) described a wide variety of psychoeducational telephone-based interventions. Almost half were nurse led, although psychologists, physiotherapists, social workers, counsellors and health educators also provided interventions. Thirteen studies reported psychological interventions involving an element of counselling (Alter et al., 1996; Badger et al., 2013; Barsevick, Whitmer, Sweeney, & Nail, 2002; Kim et al., 2011; Marcus et al., 1993 Marcus et al., , 2010 , coping strategies and skills training (Campbell et al., 2007; Kilbourn et al., 2013) , problem solving (Hegel et al., 2011; Steginga et al., 2008 ), self-management (Cimprich et al., 2005 , cognitive behavioural skills training (Sandgren, McCaul, King, O'Donnell, & Foreman, 2000) or intimacy enhancement programmes (Reese, Porter, Somers, & Keefe, 2012; Reese et al., 2014) . Seven studies described educational and supportive interventions, varying widely in timing and duration (Cox et al., 2005; Donnelly et al., 2013; Garrett et al., 2013; Kimman, Bloebaum, et al., 2010; Livingston et al., 2010; Salonen et al., 2009; Wilmoth et al., 2006) .
| Acceptability outcome data
A summary of outcome data is provided in Table 9. This table is 
| Findings across all intervention categories
High-quality evidence frequently endorsed that cancer patients valued telephone-based interventions for their convenience. Convenience was reported across intervention categories, in terms of facilitating personal organisation (Beaver et al., 2010) , time and travel savings (Campbell et al., 2007; Jefford et al., 2011) , and overcoming participation restrictions (Campbell et al., 2007) . Similar findings were also reflected in a further seven studies providing lower quality data (Alter et al., 1996; Anderson, 2010; Booker et al., 2004; Cox et al., 2008; Hafiji et al., 2012; Hegel et al., 2011; Sardell et al., 2000) .
Positive personal experiences of the intervention process were evident across the three different intervention categories and supported by both higher and lower quality evidence (Beaver et al., 2010; Donnelly et al., 2013; Jefford et al., 2011; Zheng et al., 2013) . This included some evidence of patient acceptance ) and appreciation of calls (Donnelly et al., 2013) . Nineteen studies providing lower quality evidence echoed these findings, reporting perceptions of intervention helpfulness or usefulness (Barsevick et al., 2002; Cimprich et al., 2005; Delaney et al., 2009; Garrett et al., 2013; Hafiji et al., 2012; Hagopian & Rubenstein, 1990; Heidrich et al., 2009; Inman et al., 2011; Kelly et al., 1999; Kim et al., 2011; Livingston et al., 2010; Marcus et al., 2010; Mordenti et al., 2013; Munro et al., 1994; Reese et al., 2012 Reese et al., , 2014 Salonen et al., 2009; Steginga et al., 2008) , ease of participation (Reese et al., 2012 (Reese et al., , 2014 and patient appreciation of the calls (Dixon, 2010) .
High overall satisfaction was revealed from low-quality evidence across the three intervention categories (Alter et al., 1996; Anderson, 2010; Badger et al., 2013; Beaver et al., 2009; Booker et al., 2004; Cox et al., 2005; Craven et al., 2013; Garrett et al., 2013; Hafiji et al., 2012; Hagopian & Rubenstein, 1990; Hegel et al., 2011; Heidrich et al., 2009; Jensen et al., 2011; Kilbourn et al., 2013; Kimman, Bloebaum, et al., 2010; Leahy et al., 2013; Sardell et al., 2000; Steginga et al., 2008; Zhang et al., 2013) . In three studies providing comparative control group analysis, statistically significant greater satisfaction with telephone-based intervention was reported compared with standard hospital care (Beaver et al., 2009; Jensen et al., 2011; Zhang et al., 2013 ).
| Telephone follow-up interventions
With regard to TFU in lieu of routine hospital follow-up, high-quality evidence suggested that it was important to have access to HCPs, in order to deal with concerns in a timely manner (Beaver et al., 2010) .
The "normality" of talking by telephone made this easier (Beaver et al., 2010) , and a structured intervention helped to organise thoughts and revisit topics (Beaver et al., 2010) . However, some participants missed contact with other patients and the reassurance of a physical examination, describing consultations as rushed and impersonal.
| Treatment side-effect/toxicity monitoring
In side-effect and post-treatment monitoring interventions, highquality findings described the telephone-based approach as more comfortable (Jefford et al., 2011) , providing prompt access to HCPs who could address concerns (Jefford et al., 2011) . In particular, high-quality evidence from post-surgical monitoring interventions described continuity of care-facilitating the transition from hospital to home (Archer et al., 2014) and, during the return to a "normal life" . While a single study described high-quality evidence of psychological support , lower quality evidence captured concepts with more emotive terminology. This included the benefits of having someone to talk to (Smithies et al., 2009) , feeling listened to (Dixon, 2010) , cared for (Hafiji et al., 2012; Hagopian & Rubenstein, 1990) , showing concern (Inman et al., 2011) and reducing isolation (Kelly et al., 1999) , especially in interventions delivered over longer periods of time. The support that was provided was not always deemed necessary, however, especially where existing support systems were in place (Young et al., 2013) .
Conflicting perceptions of the impact on the patient-HCP relationship were described. High-quality evidence highlighted difficulties in dealing with emotions by telephone (Jefford et al., 2011) and was matched by opinions from low-quality evidence, which suggested a lack of emotional support (Young et al., 2013) , a lack of "enhanced care
giving" (Mordenti et al., 2013) and generally poorer knowledge of a patient's case (Young et al., 2013) . In direct contrast, other lower quality evidence described positive opinions of the patient-HCP relationship (Cirillo et al., 2014; Cox et al., 2008; Dixon, 2010; Sardell et al., 2000; Young et al., 2013) .
Low-quality evidence alluded to potentially critical aspects of intervention structure, including the need to ensure appropriate call timing (Sardell et al., 2000; Young et al., 2010) , frequency of calls (Hafiji et al., 2012; Kelly et al., 1999) , patient choice in receiving calls (Hafiji et al., 2012) , and consideration of and potential solutions for overcoming language difficulties in calls (Young et al., 2010 ).
| Psycho-educational interventions
High-quality evidence from psycho-educational interventions described a telephone-based approach as useful especially when dealing with sensitive subjects (Campbell et al., 2007) , facilitating a sense of control (Wilmoth et al., 2006) . Low-quality data findings positively described support (Cimprich et al., 2005) , having someone to talk to (Salonen et al., 2009 ), giving reassurance (Livingston et al., 2010) , and having a HCP that is responsive, understands and cares with high levels of participants reporting contact by telephone to be the most helpful component of the intervention (Marcus et al., 2010) . One study revealed the impersonal nature of the telephone method (Kilbourn et al., 2013 ) being a barrier to discussions.
Intervention structure was a theme, with high-quality data eliciting the utility of a structured intervention as a memory aid (Wilmoth et al., 2006) , promoting accountability and motivation in an exercise and diet programme (Donnelly et al., 2013) . Lower quality evidence revealed call timing was appropriate for many (Cimprich et al., 2005; Donnelly et al., 2013; Kilbourn et al., 2013; Kim et al., 2011; Salonen et al., 2009; Sandgren et al., 2000) , although a lack of control over call timing was described (Sandgren et al., 2000) , as well as the influence of treatment side effects interfering with counselling calls (Kilbourn et al., 2013 ).
Lower quality evidence questioned the suitability of a telephone intervention for all patients on the basis that needs differed between individuals and over time . Alternative methods such as group sessions (Cimprich et al., 2005) or face-to-face contact (Sandgren et al., 2000) were preferred by some participants, and in some cases, the intervention had not been useful, as patients already had support (Kilbourn et al., 2013) . Despite this, positive perceptions of the patient-HCP relationship were cited in relation to good rapport (Reese et al., 2014) . There was high satisfaction with technical competence (Kimman, Bloebaum, et al., 2010; Reese et al., 2014) , with high levels of preference for telephone-based interventions (Kilbourn et al., 2013; Reese et al., 2012 Reese et al., , 2014 , although interestingly, two studies described this in terms of negatively worded indicators-with participants "not at all" worried about calls (Livingston et al., 2010) , and 0% of patients "complained about the interview to the interviewer" (Marcus et al., 1993) .
| DISCUSSION
We conducted a narrative systematic review of the acceptability of telephone-based interventions for adult cancer patients. The review identified 48 articles reporting on 50 studies. The overall quality of the existing evidence base was not high, as determined by appropriate and validated quality appraisal tools used.
The review included primary research with significant variation in sample size. Smaller samples were evident in "pilot" or "feasibility" studies and larger samples in service evaluations. Participants were often self-selected, raising the possibility of selection bias. In the majority of studies, difficulty in understanding actual numbers of patients approached to participate in studies and the proportion of those accepting to participate remains unclear. A clear understanding of participant characteristics was blurred by a lack of data relating to those participating in the evaluation and whether these were representative of a total group.
Methods to evaluate acceptability and satisfaction were predominantly short quantitative questionnaires, which were not standardised or validated, providing at best generalised, preliminary findings.
Although it is recognised that quantitative outcome assessment can We, thus, included all eligible qualitative studies in our review, irrespective of their design or primary objective.
Despite heterogeneity in the intervention categories and the data collection methods, this review revealed some consistent and potentially important findings. The convenience of telephone-delivered interventions was evident across all interventions and data types (Alter et al., 1996; Anderson, 2010; Barsevick et al., 2002; Beaver et al., 2010; Booker et al., 2004; Campbell et al., 2007; Cox et al., 2008; Hafiji et al., 2012; Hegel et al., 2011; Jefford et al., 2011) . Positive personal experiences were also reported across the different intervention types, although more so in side-effect/post-treatment monitoring and psycho-educational interventions, where the enhanced communication was viewed as additional component to usual care (Campbell et al., 2007; Sandgren et al., 2000) . TFU in lieu of routine hospital follow-up received more negative feedback and left some patients feeling as though they lacked assurance (Beaver et al., 2010) . These potential differences suggest that the nature and setting of the intervention is influential on perceptions of acceptability and satisfaction.
Accessibility to care was a recurrent theme in side-effect and posttreatment monitoring interventions. Telephone-based interventions were often a source of prompt reassurance, continuity of care and information provision to deal with practical issues. The provision of information is recognised as one of the most important factors of supportive cancer care across the trajectory (Husson et al., 2013) . Some patients, however, reported difficulty receiving emotional support in these interventions (Jefford et al., 2011; Mordenti et al., 2013) , which was perhaps reflective of a lack of discussion around psychosocial well-being issues (Taylor et al., 2011) . More holistic and complex interventions with a psychosocial component may be required to address this practice gap.
The need for patient choice is noted throughout the review, in terms of satisfaction with the intervention content (Jefford et al., 2011) , but more so in recurrent findings relating to a lack of choice over intervention delivery mode (Hafiji et al., 2012) and call timing (Hafiji et al., 2012; Jefford et al., 2011; Kelly et al., 1999; Kilbourn et al., 2013; Sandgren et al., 2000) . Both higher and lower quality data suggests that the utility of telephone-delivered interventions may be enhanced when they are shaped by and respond to individual patient need (Hafiji et al., 2012; Kilbourn et al., 2013; Young et al., 2013; Zheng et al., 2013) rather than a global guideline. Patient participation and involvement in care planning is seen as a core element of patientcentred care (Kitson, Marshall, Bassett, & Zeitz, 2013) , without which, services may be delivered and resources employed wastefully. Clearer identification of patients' needs at specific time points during the cancer journey and choice of access to services may aid in providing truly patient-centred care.
While the majority of studies indicated the potential positive effect of telephone-delivered interventions on patient-provider relationships and healthcare communication, a small number alluded to a negative impact (Beaver et al., 2010; Delaney et al., 2009; Mordenti et al., 2013; Young et al., 2013) , and patient preferences for alternative methods of contact (Cimprich et al., 2005; Sandgren et al., 2000) . These findings are evident in lower quality quantitative data and reflected in a few studies providing higher quality qualitative data.
Nevertheless, the depth of understanding in relation to motivators for such responses is lacking. The impact of telephone delivery on professional-patient relationships is one area that may benefit from further qualitative investigation into different stakeholder perspectives.
High levels of overall satisfaction (Alter et al., 1996; Anderson, 2010; Badger et al., 2013; Beaver et al., 2009; Booker et al., 2004; , Cox et al., 2005; Craven et al., 2013; Garrett et al., 2013; Hafiji et al., 2012; Hagopian & Rubenstein, 1990; Hegel et al., 2011; Heidrich et al., 2009; Jensen et al., 2011; Kilbourn et al., 2013; Kimman, Bloebaum, et al., 2010; Leahy et al., 2013; Sardell et al., 2000; Steginga et al., 2008; Zhang et al., 2013) were reported; however, interpretation of these results should take into account the context of this assessment.
Findings from low-quality data and in some cases feedback were provided during the delivery of a telephone intervention (Anderson, 2010; Booker et al., 2004; Craven et al., 2013; Kelly et al., 1999) , with potential for respondent and social desirability biases. Despite being a "comforting" indicator, overall satisfaction as a measure does not provide sufficient detail to enable key features of intervention design to be identified and maximised.
To our knowledge, this is the first systematic review of patients' acceptability and satisfaction of telephone-delivered for cancer patients both during and after treatment. It incorporates data from a variety of research strategies. The methodological approach undertaken was comprehensive and transparent, with a search strategy that the authors believe enabled identification of the majority of articles meeting the inclusion criteria. The approach to include both qualitative (nested and non-nested) and quantitative designs maximises the likelihood that the full breadth of responses to telephone-based care is included in our synthesis. Similarities between the data reported by stand alone and nested process evaluations lend weight to the likely components determining acceptability in practice.
Several limitations to the review are to be acknowledged. Although the review included a variety of methodological approaches, only those with interventions delivered by HCPs were included in order to have a more homogenous level of educational training. This systematic review dealt only with data presented within the original research paper itself, and it is appreciated that word limits and space restrictions for publication may influence selective rather than complete reporting of findings. The review excluded studies that were not published in English, and although a detailed protocol was developed for the review, it is recognised that relevant studies may have been unintentionally missed.
| CONCLUSIONS
This systematic review reveals an insight into current published research pertaining to the acceptability and satisfaction of support delivered by telephone for cancer patients during or after therapy.
Telephone-based interventions are a potential resource that can make healthcare initiatives accessible to a variety of patients, and as such merit further investigation. The growth in telephone-delivered interventions, especially in the form of smaller "pilot" or "feasibility" studies, is evident, but more often participants' perspectives are not featured within the study aims and therefore are often not part of a rigorous study design, leading to several reports of low-quality qualitative data derived through post hoc comments or informal feedback.
Subsequent research in this field should reflect the need to incorporate a high-quality qualitative component, in order to ensure that the individuality of participants and their experiences are represented.
The disease-specific nature of the majority of studies and differing nature of the interventions presents difficulty in generalising findings;
however, the consistency data emerging from these studies allows a useful understanding of patients' perceptions. Current evidence relating to the acceptability and satisfaction of support delivered by telephone for cancer patients during or after therapy suggests it is convenient, provides positive personal experiences, enhances accessibility to HCPs and provides a familiar environment in which to facilitate potentially sensitive healthcare discussions. Data synthesis suggests a need for services (and individual, facilitating professionals) to have a clearer understanding of the needs of patients in order to develop truly patient-centred interventions that reflect individual's needs and choices.
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